opening up of a perfectly free and unobstructed oral air-way. There were very few patients who could not safely be ancesthetized in the Trendelenburg posture. Owing to the raised blood-pressure one could obtain with the C.E. mixture results comparable to those of "open ether" administered to horizontally placed subjects. Secondly; the subject of posture was of inlportance in relation to the transference of aneesthetized patients from the bed to the operating table or vice versa. He (Sir Frederic Hewitt) would lay down the proposition that such patients should always be carried in the lateral posture. If this were done the objection to aneesthetizing children in bed ceased to exist, except when such patients had to be carried up or down stairs. It would be a convenience if a stretcher with curved sides could be devised capable of keeping the patient in the lateral posture during transference up and down stairs, or along lengthy passages. Thirdly, he would refer to the fact that the Fowler posture had lately come into extensive use after abdominal operations. Apart from its value in pelvic suppuration, it certainly seemed to lessen vomiting after abdonminal sections in general. In connexion with the question of posture during the recovery period, he might add that he had met with several cases which had convinced him that, whilst the lateral posture had many advantages, it was unwise to allow patients to lie upon one side for any great length of tirme. After prolonged anesthetization, particularly for nose or throat operations, the posture should be changed from one side to the other every three or four hours in order to allow of the expansion of both lungs.
This was particularly necessary in elderly and bronchitic subjects. Lastly, with regard to the use of chloroform in the sitting posture, he thought that great experience was necessary. Preferably induction should be accomnplished by an ether sequence. In any case the anaesthesia should never be very profound. Provided, however, that respiration were perfectly free, and the corneal reflex present, chloroform might safely be given by an experienced ancesthetist.
Mr. WAGGETT thanked the President for his kind invitation to speak on the subject of the sitting posture, as he believed that its widespread adoption would be of much value to the surgery of the throat and nose. The great majority of operations upon these organs were of the minor class, and these did not demand deep anesthesia --on the contrary, if deep anesthesia was induced and the cough and swallowing reflexes abolished, many minor ma.ceuvres such as the enucleation of the tonsils, the radical operation on the antrum, submucous rqection of the septum, and so forth, were converted into operations of a serious character, and fraught with no little danger. For more than twenty years he had, thanks to the co-operation of Sir Frederic Hewitt, Dr. de Prenderville, Dr. Fouracre, and other anesthetists of experience, performed the great majority of such operations in adults in the sitting posture. Ceteris paribus, what was best for the surgeon was best for the patient, and if, as was the case, the sitting posture enabled the surgeon to operate in a field unobscured by blood, and therefore to finish his task with certainty and celerity, so much the better for the patient, granted that the posture entailed no extra risk.
He believed that every surgeon who had tried it agreed that the sitting posture greatly facilitated his work; an unobscured field and a normal orientation of the intricate anatomy of the nose were matters of no small importance. It remained, then, to inquire if this posture entailed special risks in light chloroform ansesthesia. He believed that dangerous vascular phenomena occurred when patients were raised to the sitting posture after initial induction in recumbency. No such phenomena were observed when administration was conducted throughout in the sitting posture. With an experience of some thousands of such cases during twenty years' practice, he could recall but three instances in which an operation had had to be finished in the recumbent position, and of each of these a special explanation was forthcoming (adrenalin injection after chloroform induction, neurosis, unsuspected pulmonary complication). The special anaesthetic difficulties in throat operations were respiratory. These were minimized by the sitting position. The sitting posture was that adopted by all sentient patients attacked with dyspncea, whether of cardiac, asthenic, or mechanical origin; in this position aspiration of the thorax was more effective than in recumbency, and the play of the diaphragm was unhampered.
Interference with respiration during anresthesia was often due to the approximation of the base of the tongue to the posterior wall of the pharynx; a good anaesthetist would in any posture prevent this by traction on the tongue, and by the avoidance of opening the gag too widely, but in the sitting posture obstruction of this nature had scarcely even to be thought of, once the tongue-clip was adjusted and a small weight attached to it, as the hyoid region as a whole was lengthened out by the normal downward pull upon the larynx. It might be thought that blood, and mucus descending by gravity would be likely to enter the windpipe. Experience proved this not to be the case, and he could recall no instance of such an occurrence, and the explanation was not far to seek. Every laryngologist was aware of the fact that fluids were never to be seen on ordinary laryngoscopi;c examination in the lower pharynx; they passed immediately into the cesophagus, and their exceptional presence in the laryngoscopic picture was taken as presumptive evidence of oesophageal obstruction. The arytenoids, therefore, were always well above high-water mark, but in the recumbent postures, and more especially in the dorsal, fluids unaided by gravity readily collected in the pharynx and were in danger of suction into the air passages. Even in the sentient, deglutition was much embarrassed by the -recumbent attitude. Finally, heamorrhage was greatly diminished by the upright position.
To sum up: The sitting posture favoured the operator by facilitating his manipulations, and by affording him a field unobscured by blood; secondly, it automatically secured an unobstructed air-way; thirdly, experience showed that, granted equilibrium was established ab initio in this position, no untoward vasomotor phenomena occurred, except when adrenalin was injected after induction, a practice now happily abandoned. The method of establishing this equilibrium was essentially matter for discussion by anesthetists, and he agreed that no one should undertake the administration of chloroform to the sitting patient until he had mastered that method and inquired into its pitfalls.
Mr. DOUGLAS HARMER said that he thought that the importance of the position of the patient for operations on the throat and nose had not received as much attention as it deserved. The subject had been constantly referred to by the late Sir Henry Butlin, who was very emphatic in his opinion that the patient should lie on his right side on a flat table so that the blood could run out of the mouth. For operations in this position the surgeon should sit on a low chair opposite the patient and use a reflected light. An assistant for sponging should stand on the surgeon's right hand, also facing the patient. Under these conditions the work of the anasthetist was easy, and respiration was never impeded. Both rapid and prolonged operations could be performed with safety. Sudden bleeding, whatever its source, could always be controlled by direct pressure with a sponge. After the pharynx had been freed of blood-clot a spurting vessel. could generally be seized with forceps and tied. Such operations should never be done hurriedly. The importance of a skilled anesthetist and of light anaesthesia was undoubted. Throat operations -were rarely dangerous if care was taken
